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Good afternoon.

My name is Marcie Parkhurst. Iam the Women’s Issues Director for the United
Council of UW Students, and I am here today on behalf of the 80,000 women and
62,000 men United Council represents on 23 campuses in the UW System.

I am here to let you know that students in the UW System are absolutely appalled
by some of the legislation that has been introduced by their elected representatives
in this session. They are particularly horrified by AB 67, which, though it has
been named the “conscience clause bill,” really has nothing to do with morality,
religion, or conscience. As the Wisconsin State Journal pointed out in an editorial
on June 11%, “State law already protects doctors, nurses, and other health care
providers who object to abortion. Assisted suicide and euthanasia are already
illegal.”

So what is the real point of this bill? To be quite honest with you, I am not sure.
So instead of talking about what it is intended to do, I will focus on the potential
effects of its passage. And since I am the Women’s Issues Director for the
statewide student association, I will focus the remainder of my testimony on the
bill’s potential effect on women’s health — and young women’s health in
particular.

The obvious but frightful fact of the matter is that AB 67 completely undermines
and legally subverts a woman’s right to basic healthcare.

Under this bill,

1. Women can be denied access to fundamental prenatal care and tests, such as
amniocenteses. This provision of the bill has been decried by healthcare
professionals around the state, as I am sure you have heard or will hear today.

2. Pregnant women could be denied access to the very same medically necessary
treatment that they would receive if they were not pregnant. For example, a
pregnant woman with epilepsy could be denied anti-seizure medication,
putting Aer health in serious jeopardy.
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3. Women can be denied, not just access to, but even information about
pregnancy termination. This provision contradicts one the very foundations
of the modern medical profession — namely, that doctors are responsible for
providing their patients with medically accurate, comprehensive information
about their medical condition and treatment options. Furthermore, abortion is,
at least for the time being, a perfectly legal and, in some cases, a medically
necessary procedure.

All of these provisions will have a particular impact on women students, many of
whom are pregnant for the first time and have little or no knowledge about their
condition, their options, and the level or amount of care they need to remain
healthy. Itis good public policy to create a state environment in which citizens
are able and encouraged to make informed decisions about their health and well-
being.

In closing, I would like the committee members to consider the following
comment from a 22 year old student on a UW campus. While we were discussing
AB 67 at our monthly board meeting, she said, “They want us to go to school to
get an education, right? Because they know that being an informed citizen is
important in a democracy. So why don’t they want me to be educated about my
pregnancy? Why don’t they want me to know what tests I need or want and what
options I have as a pregnant woman? Isn’t being informed about my own body
important in a democracy?”




HOW TO PROPERLY DISCONTINUE CARE OF A PATIENT
By Andrew A. Oppenberg, M.P.H.

Despite the recent increase in competition in the medical field, there are
circumstances when a physician may want to discharge a patient from his or her care.
Try as one may to develop rapport and open communication, certain patients may be
uncooperative, refuse to comply with treatment, appear to be potentially litigious, are
simply difficult to deal with, may not pay their bills, or refuse to sign the arbitration
agreement. In those instances, the best choice may be to end the relationship.

A physician is not required to accept all patients who seek treatment unless the
situation is an emergency or he or she has given up this right by signing certain
managed care contracts. A physician also is not required to continue treatment of a
non-managed care patient provided the relationship is terminated properly. In order to
discontinue treatment of a patient, the physician must: a) provide for continuity of
care, that is, recommend other physicians; b) inform the patient of the risks involved
with continuing as well as not continuing treatment; and c) give the patient reasonable
notice of intent to discontinue treatment.

If a physician simply withdraws from the case without properly notifying the
patient, then he or she can be held liable for abandonment and may be in breach of
contract under certain managed care agreements. Here are some basic guidelines on
how to discontinue treatment:

1 Medical Review. The patient should be informed of his or her medical
history and progress of treatment. If the patient had been uncooperative,
the physician should explain how that affected his or her medical
condition.

2) Managed Care Issues. If the patient is being seen under a managed
care contract, then the physician should contact the managed care
organization for its advice and for the procedures to follow in properly
transferring the patient’s care so that the physician does not breach his
contractual obligations to the MCO or violate existing laws governing
HMOs. Note that procedures to transfer patients to another physician
vary under different MCOs. In general, managed care patients may not
be refused to be seen if they refuse to sign an arbitration agreement. But
the agreement may be offered to these patients.

3) Recommend. The physician should recommend the best course of
treatment for the patient.

4) Warn/Inform. The physician should outline the risks and benefits of
continuing and not continuing treatment.

5) Continuity. The physician should offer a list of physicians in the area
who are qualified to treat the patient. He or she should offer to consult
with and make copies of the patient’s medical records available to the
subsequent treating physician. The discharging physician should remain



available to treat the patient for a reasonable period of time. As a
general guideline, 10 days would probably be needed in an urban area
and 3 to 4 weeks in a rural area or however long is needed for a patient
to find the physician qualified to treat his or her condition.

6) Confirm with Patient. The physician should notify the patient by
certified mail with a return receipt of his or her intention to discontinue
the relationship and if relevant, the significant risks of the patient not
continuing proposed treatment. The return receipt should be retained in
the patient's file as evidence that the patient received the letter.

7 Documentation. The physician should document thoroughly that the
patient was properly notified, provided with referrals, and advised of the
risks and benefits of continuing or not continuing treatment.
Correspondence and discussion with the managed care organization
should also be documented in the patient’s chart. The discharging
physician should make copies (never originals!) of the patient’s medical
record available to the subsequent treating physician or the patient. The
physician may charge for these copies up to $0.25 per page or $0.50 per
page for microfilm, retrieval and reasonable clerical fees. From a risk
management/loss prevention perspective, it may be wise to not charge
the patient for copies of their records. A summary of the patient’s
relevant medical records may also be prepared. However, from a loss
prevention perspective, summaries have the downside risk of not
disseminating the patient’s entire history. Lastly, medical records cannot
and should not be “held ransom” until the patient pays any outstanding
medical bills.

If a physician has completed treatment for a patient’s condition and the patient
comes to the physician with another medical problem, the physician has a right to
refuse treatment as if the patient were new. If applicable, the physician should refer the
patient back to their managed care organization. For example, if an obstetrician
delivered the woman’s first child, he or she is not obligated to deliver her second child
(unless the circumstance is an emergency). When a physician retires or otherwise
discontinues practice, he or she should follow the same procedure in making sure that
patients are properly notified and have adequate continuing care until the patient is
transferred.

Finally, if a patient who requires further medical attention discharges a
physician or leaves the hospital against medical advice, the physician should take
protective action from being accused of abandonment. The physician should try to
obtain a signed statement that the patient is leaving against medical advice. Failing
that, the physician should send a registered letter to the patient stating that the discharge
was contrary to medical advice. The physician should fully document the patient’s
refusal and subsequent actions in the patient’s chart.

NOTE: In the attached sample letter of discontinuing care, it is wise, but not
mandatory, to include the reason why the physician is discontinuing care. This letter
may be modified for situations of patient non-compliance, failure to pay bills, or
retirement/leaving practice. Physicians need to review and incorporate the policy and




procedure for transferring patients who are under managed care contracts. Before you
actually discharge the patient from your practice, contact the managed care group
provider relations department for their advice on how to proceed. The correspondence
between the physician and MCO must be maintained. The attached sample release for
medical records is a general release and does not cover release of HIV test results or
other highly confidential records for mental health or substance abuse. Separate and
specific releases need to be obtained from the patient for these highly confidential
materials.

Much of the above information is contained in the “California Physician Legal
Handbook,” published by the California Medical Association. The CPLH may be
ordered by calling (415) 882-3336.

If you have questions regarding this article or other loss prevention/risk
management issues, please call CAP/MPT’s Risk Management Department at (800)
252-7706.



SAMPLE AUTHORIZATION TO TRANSFER RECORDS

To: , M.D. Date:

I hereby authorize you to transfer or make available to:

, M.D.,

all the records and reports relating to my case.

Signed:



SAMPLE LETTER FOR PHYSICIANS DISCONTINUING PRACTICE

Dear

Please be advised that I will no longer be available to provide medical services
to you because of (retirement, reasons of health, etc.)

I suggest that you make arrangements for care with another physician. If A
assistance is needed, my office staff may be helpful. Also, the
(local) Medical Society maintains a referral service. The telephone number is

If is customary to allow patients 10 days to make other arrangements. If more
time is needed, please inform me.

Upon your written authorization copies of your medical records will be sent to
the physician of your choice at no charge.

Very truly yours,
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AARP wisconsin
Sl

September 3, 2003

To:  Members of the Senate Committee on Health, Children, Families, Aging and
Long-Term Care '

From: Gail Sumi, Government Affairs Representative

Re:  AB 67, end of life directives

AARP Wisconsin continues to strongly oppose sections 25 and 26 of AB 67, legislation
related to end-of-life directives.

In seeking to protect healthcare providers from any liability that might result from
refusal to perform specific tasks, AB 67 empowers health care professionals to
determine, without penalty, whether the wishes articulated in a valid living will should
be honored or denied. -

There is no middle ground on this issue. AARP policy takes the position that the
competent persons have the right to make their own decisions about their medical
treatment and to make their wishes known should they become incapacitated and unable
to express their wishes. Competent persons can use advance directives (living will
directives or health care powers of attorney) to make their wishes known and select
someone to act on their behalf.

In addition, AARP policy indicates that artificial nutrition and hydration are medical
treatment like any other medical treatment and therefore can be accepted, rejected,
withheld or withdrawn depending on the circumstances as decided by the individuals
while competent.

Finally, AARP supports legislation that provides a health care provider to exercise a
conscience objection to refuse to follow an advance directive or direction of a health care
proxy, if the health care provider transfers the patient to a health care provider who will
follow the instruction. Failure to transfer will result in liability for the health care
provider as well as disciplinary action. AB 67 permits the health care provider to
abandon the patient without suffering any ramifications. We absolutely oppose that
scenario.

AARP Wisconsin urges you to revise the provisions of sections 25 and 26 in AB 67 in
order to protect end-of-life rights and choices for Wisconsin residents.

Thank you for your consideration.

222 West Washington Avenue, Suite 600] Madison, Wi 53703 | 608-251-2277| 608-251-7612 fax| 1-877-434-7598 TTY
James G. Parkel, President| William D. Novelli, Executive Director and CEO| www.aarp.orgfwi
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The power to make it better.”

Gail Sumi

Government Affairs Representative
Wisconsin State Office

AARP Wisconsin
222 W. Washington Ave., #600
Madison, W1 53703
(608) 286-6307
(608) 251-7612 fax

E-Mail: gsumi@aarp.org
WWW.aarp.org
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Introduction

Who will make your medical
decisions when you can’t?

As a competent adult, you have the right to
control decisions about your future medical care,
including the right to accept or refuse treatrnent,
and the right to be an organ and tissue donor,

Making decisions about future medical care
and sharing your wishes with your loved ones is
truly A Gift to Your Family. Talking about your
preferences for treatment will save your family
the heartache of having to make decisions for
you without knowing your wishes. It will make a
difficult time more manageable. Your family will
feel reassured that they are respecting your
wishes.

A Gift to Your Family helps you get started. This
guide helps answer your questions about ad-
vance care planning and encourages you to
discuss the issues with your family.

The time to plan ahead is now.

Important note: This consumer guide was prepared based
on law as it existed in March 2000. It is issued to inform, not
to advise. This is not intended to be a substitute for legal,
medical or other professional advice. Consult a trained
expert for interpretation and application of current law.

Planning ahead for future health
needs is truly A Gift to Your Family.

A Gift to Your Family
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Advance Directives

What are advance directives?

An advance directive is a written instruction
that you make while you are mentally competent
that states how you want your health care deci-
sions to be made if you become incapacitated or
cannot express your wishes. Advance directives
guide your physician and other health care
professionals, and relieve your family and friends
from the burden of guessing what types of care
and treatment you would want to receive.

Wisconsin statutes recognize two forms of
advance directives - the Power of Attorney for
Health Care and the Declaration to Physicians
(Living Will).

Power of Attorney for Health Care

This appoints an agent to make all health care
decisions for you, in collaboration with your
personal physician, if you lose the ability to make
health care decisions for yourself. You also may
complete a Power of Attorney for Health Care
addendum, which includes a description of your
treatment preferences and desires, in order to
guide the agent. Your agent can tell the physician
or hospital exactly what care you would want in
all types of health decisions, not just those con-
cerning life-sustaining treatment. In most cases,
a court supervised guardianship and a protective
placement proceeding can be avoided if a Power
of Attorney for Health Care has been accurately
completed.

Terminal Condition:

This is an incurable condition, caused by injury or
illness, that will cause death in the near future, so that
life-sustaining procedures only prolong the dying
process.

Persistent Vegetative State:

This is an incurable condition in which one loses the
ability to think, speak and move purposefully but the
heartbeat and breathing continue. Periods of sleep and
wakefulness occur.
A Gift to Your Family




Declaration to Physicians (Living Will)

This describes the kind of life-sustaining care
you would want only if you had a terminal
condition or were in a persistent vegetative
state. The declaration directs your physician
whether to withhold or withdraw life-sustaining
treatment or a feeding tube if you develop an
illness or injury that cannot be cured and your
death is imminent. A Declaration to Physicians
does not give authority to anyone to make health
care decisions on your behalf. Therefore, if you
must later go to a nursing home, a court super-
vised guardianship and protective placement
proceeding will be required. This can be a costly
process.

How do I get started?

For both the Declaration to Physicians and
the Power of Attorney for Health Care, you may
use the standard forms created by law. The forms
and-instructions are available in this guide, and
at courthouses, hospitals, nursing homes, and
through the Wisconsin Department of Health and
Family Services. You must read the instructions
carefully before completing either document.
Completing the document incorrectly may
invalidate it at the time when it is most needed.
You may choose to have an attorney complete
the standard forms or write an individualized
document for you. Begin the process by thinking
through your options and talking with your
family. If you have specific legal or medical
questions, consult your attorney, physician or
other health care professional.




CPR and Do Not Resuscitate (DNR) Orders

When a person stops breathing and his or her
heart stops beating, the term used is cardiopul-
monary-arrest. Cardiopulmonary. resuscitation
(CPR) is an emergency medical procedure used
to try to restart the heartbeat and breathing.
CPR involves: blowing into the mouth and

start this procedyure. If done properly, CPR may
lead to an adequate blood pressure that helps
the vital organs (brain, heart, kidneys, and liver)
survive.. If this procedure does not revive the
victim, the emergency team from the ambulance
or the hospital will start Advanced Life Support
(ALS). ALS includes placing a tube in the wind-
pipe, using electrical shock applied to the chest
and medications injected into the veins, The
victim must then be transported to the hospital
as soon as possible and may need a machine
(ventilator) to breath for him or her for an uncer-
tain amount of time.

CPR is most effective when started immediately
after a person passes out. If more than six min-
utes has passed before CPR is started, there is a
strong possibility that serious vital organ damage
has already occurred. Cold water drowning is
the exception and can increase this time to as
long as 40 minutes.

CPR is not always effective even when done
properly. A victim who is elderly or has a serious
medical condition such as emphysema, severe
liver or kidney failure, or widespread cancer, has
a low rate of survival.

"CPRis not for everybody. Therefore, it is impor
tant for you to discuss this with your physician. If
you'sign a Power of Attorney for Health Care,
you may add a statement indicating whether you
would want CPR and under what circumstances.

pushing.on the chest. Anyone trained in CPR can

A person may refuse CPR in the insfitutional
setting such as hospitals and nursing homes by
having his or her physician write such an order.
This order must be written, even if an advance
directive has been completed, in order to notify
all care providers. If this person has a cardiopul-
monary arrest outside the hospital or nursing
home, the emergency team will try to revive him
or her unless he or she is wearing a DNR
bracelet.

DNR orders for non-hospitalized patients;
Wisconsin Act 200

In 1996, the State Legislature passed Wisconsin
Act 200, which allows certain individuals to
request a DNR bracelet. In 1999, the law was
amended to allow the use of MedicAlert brace-
lets. In order to obtain a bracelet, a physician
must sign the DNR order. A patient can receive a
DNR order form from the Wisconsin Department
of Health and Family Services (608-267-7147) or
from a physician’s office.

Who is eligible for a DNR bracelet?

The person must be at least age 18,not be
pregnant,and have any of the following:

* a terminal medical condition;

¢ amedical condition that makes it unlikely
that CPR will be successful (for example,
severe disease of the heart, lungs, kidneys,
brain); or

+ a medical condition that would make CPR
cause more harm than benefit (for example,
severe bone softening due to osteoporosis).

If the person qualifies, he or she may ask the
attending physician for the bracelet. The person
and the physician both must sign the order. The
physician or the physician’s representative then
will place the bracelet on the person’s wrist,

A Gift to Your Family




How do I revoke my DNR order?

The DNR order can be revoked easily by any of
the following:

*

*

*

communicate your desire to revoke the DNR
order to your family, agent or physician and
promptly remove the bracelet;

deface, cut, burn or otherwise destroy the
bracelet; or

remove the bracelet or ask another person
to do so.

What may emergency responders do?

If you have a DNR order and bracelet, and emer-
gency responders are called, they may (as appro-
priate):

-

¢ 4 ¢ 0 ¢ 4 0

clear airways;

administer oxygen;
position for comfort;

splint injured bones;
control bleeding;

provide pain medication;
provide emotional support;

contact a hospice or home health agency if
either has been involved in the patient’s care.

If you have a DNR order and bracelet, and emer-
gency responders are called, they may NOT

*

*
*
*
*

perform chest compressions;

insert airways;

administer cardiac resuscitation drugs;
breathe for you;

use electric shock to start your heart.

For more information, including a DNR Order
Form, contact your physician or call the Wiscon-
sin Department of Health and Family Services at
(608) 267-7147.




Cmonly Asked Questions

Why should I have an advance directive?

An advance directive allows you to make your
wishes clear to your family, friends, and health
care professionals while you are still able to do
so.- It helps prevent disagreements among your
family members about what treatment you
should receive if you are incapacitated. The law
does riot allow a family member or others to
make these decisions for you unless you are
incapacitated and a specific family member is
designated as your health care agent or is ap-
pointed. by the court as your guardian.

What if I don’t have an advance directive?

If you do not have an advance directive; and
you are incapacitated, no one has legal authority
to make your decisions. Your decisions might be
left to your physician and a spouse, adult child,
adult sibling, close friend or court-appointed
guardian who has limited legal authority and
may not know or carry out your wishes, I you
have not designated a health care agent, loved
ones may need to spend time and money seek-
ing guardianship in court in order to make
decisions on your behalf.

When should I prepare an advance directive?

Now. While most people first think about
preparing an advance directive when they are
admitted to a hospital or nursing home, it is a
good idea to think about doing so now - while
your health permits you to do so.

A Gift to Your Family




Which document is right for me?

The Power of Attorney for Health Care may
avoid costly guardianship proceedings in court;a
Declaration to Physicians will not. The Power of
Attorney for Health Care is a more powerful and
flexible document. A Power of Attorney for
Health Care can include an addendum to specify
treatment preferences. However, if you do not
have someone to chose as your health care agent
or your agent becomes incapacitated or dies, the
Declaration to Physicians is your only option. If
you have both a Declaration to Physicians and a
Power of Attorney for Health Care, be sure they
are consistent. If there is any conflict between
the two, the Power of Attorney for Health Care
will overrule the Declaration to Physicians.

What rights do I have about the medical care I
receive?

As a competent adult, you have the right to
make your own decisions about medical care,
including accepting or refusing treatment.

Am I required to create an advance directive?

No. Federal law requires hospitals and other
health care facilities to inform patients about
advance directives when they are admitted, but
health care providers cannot require you to have
one.

Incapacitated

This is defined by Wisconsin statutes as the inability to
receive and evaluate information effectively or to
communicate decisions to such an extent that the
individual lacks the capacity to manage his or her
heafth care decisions {155 Wis. Stats.}.

Health Care Agent

This is someone you have chosen in your Power of
Attorney for Health Care to make health care decisions
for you if you are unable to express your own wishes
for care or freatment. Your agent should have fulf
knowledge of your wishes regarding future care and
treatment.

What if [ change my mind about my wishes?

Your Declaration to Physicians and your Power
of Attorney for Health Care will last from the time
they are created until your death, unless they are
revoked or changed. They can be revoked or
changed at any time if you do any of the -
following:

+ tear, burn, obliterate or destroy the docu-
ment or direct someone else to do so in your
presence;

+ write and sign a cancellation;

¢ verbally express your intent to cancel the
document in the presence of two witnesses
and notify your doctor of the revocation; or

¢ write a new document.

Where should I keep my advance directive?

Keep one copy of your directive with your
other important documents. Let your loved one,
your health care agent and alternate agent know
that you have an advance directive, and give
them a copy. You also may use a wallet card that
indicates that you have an advance directive and
where it can be found. Be sure that one copy of
your advance directive is included in your
physician’s medical record and at the hospital
that would treat you. You may choose to carry
your advance directive with you when you travel
and keep it in your glove compartment of your
car.

Where is my directive valid?

Your directive is valid in Wisconsin. If you
spend considerable time in another state, you
also should have one prepared in that state.



| Health Care Agent |

Roles and Responsibilities

Who can | appoeint in my Power of Attorney for
Health Care as my agent?

Your agent is usually a spouse, trusted relative
or friend. The agent must be at least age 18. You
may choose any adult except for your health
care provider (for example, physician, nurse), an
employee of a health care facility in which you
are a patient or reside, or a spouse of any of these
providers or employees unless they are your
relative. You should be sure that the person you
appoint is someone you trust and that you dis-
cuss with that person your {reatment preferences,
because that person will have authority to make
important decisions on your behalf.

When does my agent assume responsibility?

Your agent will not make decisions on your
behalf until or unless you lose the ability to do so.
Two physicians or one physician and a psycholo-
gist must declare that you no longer have capac-
ity. As soon as you have selected your agent, he
or she needs to start learning about your values
and wishes.

What does my agent need to know?

Your best protection in having your wishes
honored is to communicate them effectively to
your agent. For example, tell your agent how you
feel about life support, being in a coma, and
about the quality of life you hope to maintain.

To facilitate the discussion, read through the
Health Care Agent discussion points listed in this
guide. Also,use the addendum to the Power of
Attorney for Health Care to provide your agent
with additional information.

10

What are my agent’s responsibilities?

Your agent’s main responsibility is to under-
stand your beliefs and concerns about medical
treatment. He or she also must be willing to
make decisions that are consistent with your
wishes, and communicate those wishes to the
health care team. Your agent will need to talk
regularly with your physicians and stay informed
of your condition, treatment plan, and chances
for recovery. Your agent must be certain that
treatment matches your wishes. If the treatment
does not, your agent must tell your physician or
change physicians for you.

If I need nursing home or community-based
residential facility care can my agent admit
me?

Your health care agent can admit you to a
nursing home or community-based residential
facility (CBRF) for up to three months for respite
orrecuperative care, even if you have not
checked “yes” on your Power of Attorney for
Health Care. Your agent can do this without the
need for guardianship or protective placement
proceedings in court. In order for your agent to
place you in a nursing home or CBRF for longer
than three months, without court proceedings,
you must check “yes” on your Power of Attorney
for Health Care.

Does the person I appoint as my financial
durable power of attorney automatically make
my health care decisions?

No. The person you appoint as your agent in a
durable power of attorney (generally relating to
financial matters) is not granted the right to
make health care decisions for you unless the
document contains the essential language of the
Power of Attorney for Health Care statute. Itis
common for people to appoint one agent for
health care decisions and another agent to
handle financial matters.

A Gift to Your Family




Discussion Points

Issues for you to consider with your Health
Care Agent

+ Describe your current health status and your
quality of life to your health care agent.

¢ Determine how important independence or
self-sufficiency is to you. Discuss your gen-
eral attitudes about illness, dying, and death.

+ Would your attitude about illness, dying, and
death be affected if your physical or mental
abilities were decreased?

+ Consider your feelings about using the
following treatments, how long you might
want them tried and under what conditions
(for example, mental status, odds of success-
ful outcome):

« ventilator (respirator);

« artificial nutrition (through a tube in the
nose or the abdomen);

« kidney dialysis;

«» drugs to maintain heart rate and blood
pressure;

+ attempting resuscitation (for example,
chest compressions, artificial respiration,
defibrillation).

+ Think about the use of life-sustaining mea-
sures in the face of terminal illness, of per-
manent coma, or irreversible chronic illness
(for example, Alzheimer’s disease).

¢ Determine what role your personal faith
plays in your life and how these beliefs
affect your attitude toward a serious or
terminal iliness and death.

Discuss how your faith community views the
role of prayer or religious sacraments in an
illness.

Think about what may be important to you
as you are dying (for example, pain control,
having family members present).

+ Decide where you would prefer to die.

+ Decide if you want to donate any parts of

your body after you die (refer to Organ and
Tissue Donation section).

Tell your agent if you have discussed your
wishes about end-oflife care with your
physician.

Do you trust this person to carry out your
wishes?

Tell your agent if you have talked to your
family about your wishes and if they are
supportive.

Tell your.agent whom else you want in-
volved in making decisions about your
medical care.




Organ and Tissue Donation

Advances in medical technology over the last
30 years have allowed physicians to save lives,
restore health and improve the quality of life
through organ and tissue donation. However,
tens of thousands of individuals nationwide are
on waiting lists for transplants. Every year, thou-
sands of people die waiting for a donor to give
them the gift of life.

If tragedy strikes, health care professionals will
always try to save your life. Should all efforts
completely fail, your organs and tissues may be
eligible for donation. With no cost to you or your
loved ones,you can give the gift of enhanced life
or life itself. That is because your heart, kidneys,
liver, lungs, corneas, and even your skin and
bones can all be transplanted. In addition,
donation is done within hours of death;so your
family may proceed with funeral arrangements
without delay or interruption.

Talk to your family about your decision to
become a donor. It is important that those close
to you know that you want to be a donor so that
they will support your decision when the time
comes for donation. It also is important that you
talk to your physician about becoming-a donor
so that he or she can record your wishes in your
medical record.
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Commonly Asked Questions

Why should [ become an organ or tissue
donor?

Over 1,500 people are on the donor waiting list
in Wisconsin and many will die unless more
donors participate. As just one person, you can
give up to 50 people the gift of life or enhanced
life if you become a donor.

How do I become an organ donor?

Sign the back of your driver’s license or ID card,
directly on top of the plastic. In addition, make
sure that your Power of Attorney for Health Care
indicates that you want to become a donor. The
section is entitled “anatomical gifts” You also
may fill out the donor card (on the back cover of
this guide) to keep in your wallet. You can de-
cide to donate any needed organ and tissue, or
you can designate which organs and tissues you
want to donate.

Most importantly, make sure that you share your
decision to be a donor with your family and
loved ones. Very often, a driver’s license, donor
card-or Power of Attorney for Health Care is not
available at the time of death. When you make
your wishes known, you relieve your family of the
burden of needing to make the decision for you.
A signed donor card and a family discussion will
ensure that the decision made is the one you
want.

Can I donate my body to medical research?

Yes, almost anyone can be considered a poten-
tial donor. You should talk to the medical school,
research institute or organ procurement organi-
zation in your area before designating your
donation preferences because those entities may
require specific documentation, completed prior
to death, to make the donation valid. Occasion-
ally, there are fees associated with body donation
for medical education. The designation can be
made on your driver’s license or on the anatomi-
cal gift section of your Power of Attorney for
Health Care.

When should I decide whether I want to be
designated as a potential donor?

The time is now. Sign your driver’s license and
let your family know your decision.

Will age, health status or poor eyesight. make
organ or tissue donation impossible?

Almost anyone can be considered a potential
donor. Your age and medical history should not
influence your decision to become a donor.
Medical professionals carefully evaluate what
organs or tissues are medically suitable for
transplant.

Is there any cost involved for my family with
organ and tissue donation?

No. The donation will be done at no financial
cost to your family.

Will my preferences to become a donor affect
my medical care or treatment?

No. Physicians and other health care profes-
sionals will always try to save your life. Donation
becomes possible only after death is declared.

Is organ donation against my religion?

Most religious faiths support organ and tissue
donation and many religious leaders nationwide
strongly support donation because it brings life
and health to another human being. You should
talk to your clergy for peace of mind.

What if my family opposes donation?

The best way to ensure your wishes are carried
out is to tell your family how strongly you feel
about being an organ and tissue donor. It also is
very important to sign your driver’s license and
record your wishes in legal documents, including
your Power of Attorney for Health Care.
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Before filling it out

Read the entire document carefully. Be sure
you understand the authority you are giving to
someone else: Think carefully about whom you
want to select as your agent. You may not select
your doctor, nurse, an employee of your heaith
care facility or spouse of any of these individuals,
unless this individual is also a relative. Consider
a close family member or friend ~ someone who
knows you well, who lives geographically close to
you, who will be a strong advocate for you and
will ensure that your preferences are honored.
Talk to that individual about your health care
preferences, religious beliefs and quality of life
concerns. Ask the individual if he or she will
accept this responsibility. Do the same with the
individual you select as your alternate.

Filling it out

Do not insert the date at the bottom of the first
page until the day you are ready to sign it. Print
your name and address and date of birth after
the “17at the bottom of the first page. At the top
of the second page, in the first bilanks, print the
name, address and phone number (with area
code) of the individual you have selected as your
health care agent. If the individual is a relative,
indicate the relationship in parentheses after the
name. For example, “Jane Doe (daughter)” In
the next blanks, print the name, address and
telephone number of the individual you have
selected as alternate agent. Remember that you
may only appoint one individual as your agent
and one as your alternate.

Admission to nursing homes or community-
based residential facilities

Decide whether you want your agent to have
authority to admit you to a nursing home or
community-based residential facility (group
home). 1f you check “yes, your agent will be able
to do so without going to court. That will save
time, money and some emotional anguish for
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you and your family. On the other hand, the court
process is designed as protection foryou,to
ensure that you really need to be in a nursing
home. Decide whether you are comfortable
giving that power to your agent. If you check“no”
or leave the question blank, your agent will not
have that authority and a court proceeding will
be required before you could be admitted to a
nursing home, if you are not competent at the
time.

Provision of feeding tube

Decide whether you want your agent to have
authority to withhold or withdraw feeding tubes.
1f you check “yes; your agent will have the author-
ity to decide, on a case-by-case basis, whether
you would want him or her to withhold or with-
draw these feeding tubes. If you check “no” or if
you leave it blank, your agent would have to get a
court order before being able to do so. (Impor-
tant note: If you also complete the Declaration to
Physicians, be sure that your two documents do
not conflict. For example, if your Declaration to
Physicians directs that feeding tubes be withheld,
be sure to check “yes” on this question in your
Power of Attorney for Health Care).

.

Health care decisions for pregnant women

This section applies only to women capable of
becoming pregnant. If you are a man or a
woman who is incapable of becoming pregnant,
write “not applicable” next to the blanks. If you
could become pregnant, decide whether you
want your agent to have that authority. Keep in
mind that there are decisions other than abor
tion that a health care agent might have to make.
For example, if you are in a car accident while
pregnant and left unconscious,someone has to
decide whether to set broken bones. Even as to
the abortion decision, you should consider
checking “yes; but clarifying your position on
abortion (“always, “never, “only in certain cir
cumstances,) in the next section. Again, if you
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check “no” or leave it blank, your agent will not
have the authority to make decisions for you if
you later become pregnant.

Statement of desires, special provisions or
limitations

You are encouraged to add something to
personalize the form. Print or type all inserts to
ensure that they are legible. Consider adding
some language indicating your beliefs about life
Support procedures, organ and tissue donations,
organ and tissue transplants, autopsies, choice of
health care provider or facility or any preference
to receive longterm care in your own home or in
a nursing home. This also is the place to clarify;
put limitations on, or further explain any of the
earlier “yes” or “no” questions. For example, you
could consider qualifying the nursing home
admission by indicating a preference for home
care over nursing homes or by indicating what
decisions your agent can make if you later be-
come pregnant. To further explain your prefer-
€nces, you may want to consider completing the
addendum to the Power of Attorney for Health
Care. This addendum should be signed and
witnessed like the document itself.

For the signing, you and your two witnesses
must be together. A witness may not be: (1) your
agent, (2) a person with a claim on your estate,
(3) a relative, (4) directly financially responsible
for your health care, (5) your health care pro-
vider, (6) an employee of your health care pro-
videror (7) an employee of the health care
facility in which you live, For (6) and (7), how-
€ver, a person employed as a chaplain or social
worker may be a witness. In the presence of the
witnesses, you should sign and date the form.
Have your two witnesses then sign, as indicated
on the form. You should then ask your agent and
alternate for their signatures. Insert your own
name in the first two blanks under “Statement of
Heaith Care Agent” and ‘Alternate Health Care

Agent”and your agent and alternate are then
ready to sign. (Note: If your agent or alternate
live elsewhere, you may mail the document to
them for their signatures. No witnesses are
required.)

After it is completed

Make several copies of the form. Give the
original to your physician (if you have a regular
attending physician, as opposed to a clinic) and
discuss with him or her your choice of agent, as
well as your health care preferences, as indicated
on the form. Ask your physician to honor your
preferences and respect your choice of agent, if
the situation ever arises. Give copies of the
completed form to your agent and your alternate
agent. Put one copy in a safe place at home and
send one copy to the hospital that would treat
you. You may want to keep a copy in the glove
compartment of your car if you trave]. You also
may, for a small fee, file a copy with the Register
in-Probate in your county’s Probate Court office.
Discuss with close family members your choice
of agent and your health care preferences. Ask
them, too, to respect your choice of agent and
your decisions and to honor those decisions, if
the situation ever arises. Complete the wallet
card (on the back of this guide) and put it in
your wallet,




POWER OF ATTORNEY FOR HEALTH CARE

NOTICE TO PERSON MAKING THIS DOCUMENT

You have the right to make decisions about your health care. No health care may be given
to you over your objection, and necessary health care may not be stopped or withheld if you
object.

Because your health care providers in some cases may not have had the opportunity to
establish a long-term relationship with you, they are often unfamiliar with your beliefs and
values and the details of your family relationships. This poses a problem if you become physi-
cally or mentally unable to make decisions about your health care.

In order to avoid this problem, you may sign this legal document to specify the person
whom you want to make health care decisions for you if you are unable to make those deci-
sions personally. That person is known as your health care agent. You should take some time
to discuss your thoughts and beliefs about medical treatment with the person or persons
whom you have specified. You may state in this document any types of health care that you
do or do not desire,and you may limit the authority of your health care agent. If your health
care agent is unaware of your desires with respect to a particular health care decision, he or
she is required to determine what would be in your best interests in making the decision.

This is an important legal document. It gives your agent broad powers to make health
care decisions for you. It revokes any prior Power of Attorney for Health Care that you may
have made. If you wish to change your Power of Attorney for Health Care, you may revoke this
document at any time by destroying it, by directing another person to destroy it in your pres-
ence, by signing a written and dated statement or by stating that it is revoked in the presence
of two witnesses. If you revoke, you should notify your agent, your health care providers and
any other person.to'whom you have given a copy. If your agent is your spouse and your mar-
riage is annulled or you are divorced after signing this document, the document is invalid.

You also may use this document to make or refuse to make an anatomical gift upon your
death. If you use this document to make or refuse to make an anatomical gift, this document
revokes any prior document of gift that you may have made. You may revoke or change any
anatomical gift that you make by this document by crossing out the anatomical gifts provision
in this document.

Do not sign this document unless you clearly understand it.
It is suggested that you keep the original of this document on file with your physician.
Keep this page with your completed Power of Attorney for Health Care document.
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POWER OF ATTORNEY FOR HEALTH CARE

Document made this day of (month), (year).

CREATION OF POWER OF ATTORNEY FOR HEALTH CARE

(print name, address and date of birth), being of sound mind, intend by this document to create a power
of attorney for health care. My executing this power of attorney for health care is voluntary. Despite the
creation of this power of attorney for health care, | expect to be fully informed about and allowed to
participate in any health care decision for me, to the extent that I am able. For the purposes of this docu-
ment, health care decision’ means an informed decision to accept, maintain, discontinue or refuse any
care, treatment, service or procedure to maintain, diagnose or treat my physical or mental condition.

In addition, | may, by this document, specify my wishes with respect to making an anatomical gift upon my
death.

DESIGNATION OF HEALTH CARE AGENT

If I am no longer able to make health care decisions for myself, due to my incapacity, ] hereby designate

(print name, address and telephone number) to be my health care agent for the purpose of making health
care decisions on my behalf. If he or she is ever unable or unwilling to do so,1 hereby designate

(print name, address and telephone number) to be my alternate health care agent for the purpose of
making health care decisions on my behalf. Neither my health care agent nor my alternate health care
agent whom | have designated is my health care provider, an employee of my health care provider,an
employee of a health care facility in which I am a patient or a spouse of any of those persons, unless he or
she is also my relative. For purposes of this document, ‘incapacity’ exists if 2 physicians or a physician and
a psychologist who have personally examined me sign a statement that specifically expresses their opinion
that 1 have a condition that means that [ am unable to receive and evaluate information effectively or to
communicate decisions to such an extent that I lack the capacity to manage my health care decisions. A
copy of that statement must be attached to this document.

GENERAL STATEMENT OF AUTHORITY GRANTED

Unless I have specified otherwise in this document, if | ever have incapacity I instruct my health care
provider to obtain the health care decision of my health care agent, if [ need treatment, for all of my health
care and treatment. | have discussed my desires thoroughly with my health care agent and believe that he

or she understands my philosophy regarding the health care decisions | would make if [ were able. 1 desire
that my wishes be carried out through the authority given to my health care agent under this document.

If I am unable, due to my incapacity, to make a health care decision, my health care agent is instructed to
make the health care decision for me, but my health care agent should try to discuss with me any specific
proposed health care if [ am able to communicate in any manner, including by blinking my eyes. If this
communication cannot be made, my health care agent shall base his or her decision on any health care
choices that 1 have expressed prior to the time of the decision. If I have not expressed a health care choice
about the health care in question and communication cannot be made, my health care agent shall base
his or her health care decision on what he or she believes to be in my best interest.
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LIMITATIONS ON MENTAL HEALTH TREATMENT

My health care agent may not admit or commit me on an inpatient basis to an institution for mental diseases,
an intermediate care facility for the mentally retarded, a state treatment facility or a treatment facility. My
health care agent may not consent to experimental mental health research or psychosurgery, electroconvulsive
treatment or drastic mental health treatment procedures for me.

ADMISSION TO NURSING HOMES OR COMMUNITY-BASED RESIDENTIAL FACILITIES

My health care agent may admit me to a nursing home or community-based residential facility for shortterm
stays for recuperative care or respite care.

If I have checked ‘Yes’ to the following, my health care agent may admit me for a purpose other than recupera-
tive care or respite care, but if | have checked ‘No’ to the following, my health care agent may not so admit me:

1. A nursing home-Yes —_ No
2. A community-based residential facility ~Yes ___  No ___

If ' have not checked either ‘Yes’ or ‘No’ immediately above, my health care agent may admit me only for short-
term stays for recuperative care or respite care.

PROVISION OF FEEDING TUBE

If I have checked ‘Yes’to the following, my health care agent may have a feeding tube withheld or withdrawn
from me, unless my physician has advised that, in his or her professional judgment, this will cause me pain or
will reduce my comfort. If | have checked ‘No’ to the following, my health care agent may not have a feeding
tube withheld or withdrawn from me.

My health care agent may not have orally ingested nutrition or hydration withheld or withdrawn from me

unless provision of the nutrition or hydration is medically contraindicated.

Withhold or withdraw a feeding tube -Yes — No —

If I have not checked either ‘Yes’ or ‘No’ immediately above, my health care agent may not have a feeding tube
withdrawn from me.

HEALTH CARE DECISIONS FOR PREGNANT WOMEN

If I have checked ‘Yes' to the following, my health care agent may make health care decisions for me even if my
agent knows I am pregnant. If | have checked ‘No’ to the following, my health care agent may not make health
care decisions for me if my health care agent knows | am pregnant.

Health care decision if I am pregnant -Yes — No —

If I have not checked either ‘Yes’ or ‘No’ immediately above, my health care agent may not make health care
decisions for me if my health care agent knows I am pregnant.
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STATEMENT OF DESIRES, SPECIAL PROVISIONS OR LIMITATIONS

In exercising authority under this document, my health care agent shall act consistently with my following stated
desires, if any, and is subject to any special provisions or limitations that I specify. The following are any specific
desires, provisions or limitations that | wish to state (add more items if needed):

INSPECTION AND DISCLOSURE OF INFORMATION RELATING TO MY PHYSICAL OR MENTAL HEALTH

Subject to any limitations in this document, my health care agent has the authority to do all of the following:

(@) Request, review and receive any information, oral or written, regarding my physical or mental health,
including medical and hospital records.

(b) Execute on my behalf any documents that may be required in order to obtain this information.
(c) Consent to the disclosure of this information.

(The principal and the witnesses all must sign the document at the same time.)

SIGNATURE OF PRINCIPAL
(Person creating the Power of Attorney for Health Care)

Signature Date

(The signing of this document by the principal revokes
all previous powers of attorney for health care documents.)

STATEMENT OF WITNESSES

I'know the principal personally and I believe him or her to be of sound mind and at least 18 years of age. | believe
that his or her execution of this power of attorney for health care is voluntary. I am at least 18 years of age, am not
related to the principal by blood, marriage or adoption and am not directly financially responsible for the
principal’s health care. I am not a health care provider who is serving the principal at this time, an employe of the
health care provider, other than a chaplain or a social worker, or an employe, other than a chaplain or a social
worker, of an inpatient health care facility in which the declarant is a patient. I am not the principal’s health care
agent. To the best of my knowledge, I am not entitled to and do not have a claim on the principal’s estate.

Witness Number 1
(Print) Name __ Date
Address

Signature

Witness Number 2
(Print) Name Date

Address

Signature
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STATEMENT OF HEALTH CARE AGENT AND ALTERNATE HEALTH CARE AGENT

I understand that
(name of principal) has designated me to be his or her health care agent or alternate health care agent if he or
she is ever found to have incapacity and unable to make health care decisions himself or herself

(name of principal) has discussed his or her desires regarding health

care decisions with me.

Agent’s Signature
Address

Alternate’s Signature

Address

Failure to execute a power of attorney for health care document under chapter 155 of the Wisconsin Statutes
creates no presumption about the intent of any individual with regard to his or her health care decisions.
This power of attorney for health care is executed as provided in chapter 155 of the Wisconsin Statutes.

ANATOMICAL GIFTS (optional)

Upon my death:
— [ 'wish to donate only the following organs or parts:

(specify the organs or parts).

— I'wish to donate any needed organ or part.
— 1 wish to donate my body for anatomical study if needed.

— [l refuse to make an anatomical gift. (If this revokes a prior commitment that I have made to make an

anatomical gift to a designated donee, [ will attempt to notify the donee to which or to whom I agreed to
donate.)

Failing to check any of the lines immediately above creates no presumption about my desire to make or refuse to
make an anatomical gift.

Signature Date
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OPTIONAL - ADDENDUM TO THE POWER OF ATTORNEY FOR HEALTH CARE

IfI am in a terminal condition, a persistent vegete[tiVe state, or have advanced dementia or other similar
mental incapacity or have a permanent disability that prevents me from communicating my wishes, I
direct my Power of Attorney for Health Care to carry out my wishes. My wishes include:

Agree Disagree

0 | Do not use feeding tubes, including stomach tubes, nasogastric tubes, which are placed
down the nose, or intravenous feedings, except to increase my comfort or reduce my pain.

O | Do not perform any surgical procedures, except to increase my comfort or reduce my pain.

| O Do not use antibiotics, except to increase my comfort or reduce my pain.

0O O Do not do any testing which May cause me any distress, except to increase my comfort or
reduce my pain.

| [ Do not do any radiation or chemotherapy, except to increase my comfort or reduce my pain.

O O Do not use any resuscitation or advanced life support. This includes machines to help
breathing or medications to maintain the heart and blood pressure.

O O Do not do kidney dialysis, either peritoneal or hemodialysis.

| O Err on the side of overmedication rather than undermedication for pain, even if taking such
may result in my death. For me, the goal of pain management is total relief of pain regardless
of the risks.

O 0 Be an active advocate as my Power of Attorney for Health Care. Do not simply give in to
decisions that physicians make. Ask questions and understand proposals, challenge assump-
tions and be prepared to Say no to care which I would not want and to demand care that |
would want.

O O Remember that I want to be an organ and tissue donor. If the requirements for organ dona-

tion conflict with my wishes above, I direct that such actions be taken so as to preserve
organ function and permit organ donation to occur.

Describe the level of disability you are willing to accept

Other thoughts

Signature of Principal Date
Signature of Witness Number 1 Date
Signature of Witness Number 2 Date

As used in this Addendum, I intend that the following terms have the following meanings:

Terminal Condition: This is an incurable condition, caused by injury or illness, that will cause death in the near future, so that
life-sustaining procedures only prolong the dying process.

Persistent Vegetative State: This is an incurable condition in which one loses the ability to think, speak and move purposefully
but the heartbeat and breathing continue. Periods of sleep and wakefulness occur.

Advanced Dementia/Senility: This is severe incurable, progressive brain damage caused by strokes, injury, infection or
Alzheimer’s Disease, that leads to the loss of the ability to communicate with people, to recognize family and friends, and to

provide for one’s needs.
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Instructions — Declaration to Physicians (Living Will)

Before filling it out — Read the entire docu-
ment carefully Be sure you understand what it
means and that you are comfortable with its
language. Also, if you are or have already com-
pleted a Power of Attorney for Health Care,
consider whether you need this document. The
issues in the Declaration to Physicians also could
be addressed in your Power of Attorney for
Health Care.If you determine you do need or
want this document, proceed.

Filling it out — Print your name in the first
blank and then proceed to the check-offs. Para-
graph two addresses the question of use of
feeding tubes if you have a terminal condition.
Paragraph three addresses first the question of
life-sustaining procedures and then, separately,
feeding tubes, if you are in a persistent vegetative
state.

You are now ready for the signing. You and your
two witnesses must be together. The witnesses
must be at least 18, not be relatives by blood or
marriage nor an employee of your health care
provider or your health care provider’s spouse.
(Exception: Social workers and chaplains may
witness these documents.) If you are physically
unable to sign a declaration, the declaration must
be signed in your name by one of the witnesses
or some other person at your express direction
and in your presence; such a proxy signing must
either take place or be acknowledged by you in
the presence of two witnesses. Valid witnesses
acting in good faith are immune from civil or
criminal liability.

After it is completed — Make several copies
of the form. Give the original to your physician (if
you have a regular physician, as opposed to a
clinic), discuss your choices, and ask him or her
to honor them if the situations ever arise. You are
responsible for notifying your attending physi-
cian of the existence of the declaration. An
attending physician who is notified must make
the declaration part of your medical records. A
declaration that is in its original form or is a
legible photocopy or electronic facsimile copy is
presumed to be valid. Discuss and consider

giving copies of the document to family mem-
bers and ask them, too, to honor your choices, as
indicated on the form. Put one copy in a safe
place at home (not in a locked bank box) and
give a copy to the hospital that would treat you.
You may want to keep a copy in the glove com-
partment of your car if you travel.You also may,
for a small fee, file a copy with the Registerin-
Probate in your county’s Probate Court office.
Complete the wallet card (on the back of this
guide) and put it in your wallet.




DECLARATION TO PHYSICIANS (WISCONSIN LIVING WILL)

I, ‘ , , being of sound mind, voluntarily
state my desire that my dying not be prolonged under the circumstances specified in this document. Under those
circumstances, I direct that I be permitted to die naturally If | am unable to give directions regarding the use of life-
sustaining procedures or feeding tubes, I intend that my family and physician honor this document as the final
expression of my legal right to refuse medical or surgical treatment.

1.1f I have a TERMINAL CONDITION, as determined by 2 physicians who have personally examined me, I do not
want my dying to be artificially prolonged and I do not want life-sustaining procedures to be used. In addition, the
following are my directions regarding the use of feeding tubes:

YES, I want feeding tubes used if | have a terminal condition.
NO,I do not want feeding tubes used if I have a terminal condition.
If you have not checked either box, feeding tubes will be used.

2.1f I am in a PERSISTENT VEGETATIVE STATE, as determined by 2 physicians who have personally examined me
the following are my directions regarding the use of life-sustaining procedures:

YES, I want life-sustaining procedures used if I am in a persistent vegetative state .
NO,1 do not want life-sustaining procedures used if | am in a persistent vegetative state.
If you have not checked either box, life-sustaining procedures will be used.

3.1t am in a PERSISTENT VEGETATIVE STATE, as determined by 2 physicians who have personally examined me
the following are my directions regarding the use of feeding tubes:

YES, I want feeding tubes used if I am in a persistent vegetative state.
NO,I do not want feeding tubes used if I am in a persistent vegetative state.
If you have not checked either box, feeding tubes will be used.

If you are interested in more information about the significant terms used in this document, see section 154.01 of
the Wisconsin Statutes or the information accompanying this document.

ATTENTION: You and the 2 witnesses must sign the document at the same time.

Signed Date

Address Date of Birth

I believe that the person signing this document is of sound mind.I am an adult and am not related to the person
signing this document by blood, marriage or adoption.] am not entitled to and do not have a claim on any portion
of the person’s estate and am not otherwise restricted by law from being a witness.

Witness Signature Date Signed
Print Name

Witness Signature Date Signed
Print Name |

DIRECTIVES TO ATTENDING PHYSICIAN

1.This document authorizes the withholding or withdrawal of life-sustaining procedures or of feeding tubes when 2 physicians,
one of whom is the attending physician, have personally examined and certified in writing that the patient has a terminal
condition or is in a persistent vegetative state. ,

2.The choices in this document were made by a competent adult. Under the law, the patient’s stated desires must be followed
unless you believe that withholding or withdrawing life-sustaining procedures or feeding tubes would cause the patient pain or
reduced comfort and that the pain or discomfort cannot be alleviated through pain relief measures. If the patient’s stated desires
are that life-sustaining procedures or feeding tubes be used, this directive must be followed.,

3.1f you feel that you cannot comply with this document, you must make a good faith attempt to transfer the patient to another
physician who will comply. Refusal or failure to make a good faith attempt to do so constitutes unprofessional conduct.

4.1f you know that the patient is pregnant, this document has no effect during her pregnancy.



Resource List

For more information on

health care planning, contact:

Alzheimer's Association of
Southeastern Wisconsin
6130 W. National Ave.
Milwaukee, W1 53214

(414) 479-8800
www.alzheimers-sewi.org

Center for Public Representation, Inc.

PO.Box 260049
Madison, WI 53726
(608) 251-4008
www.lawwisc.edu/pal

Center for the Study of Bioethics
Medical College of Wisconsin
8701 Watertown Plank Road
Milwaukee, W1 53226

(414) 456-8498
www.mcw.edu/bioethics

Elder Law Center/Coalition of
Wisconsin Aging Groups

2850 Dairy Drive, Suite 100
Madison,WI 53718

(608) 224-0660

www.cwag.org

State Bar of Wisconsin
5302 Eastpark Blvd.
PO.Box 7158
Madison, WI 53707-7158
(800) 728-7788
www.wisbar.org
wwwlegalexplorer.com

State Medical Society of Wisconsin
Office of the General Counsel

330 E. Lakeside St.

Madison, W1 53715

(800) 362-9080

www.wismed.org

Wisconsin Health and Hospital
Association

5721 Odana Road

Madison, WI 53719

(608) 274-1820

www.wha.org

Wisconsin Coalition to Improve
Palliative Care

Library 206, Lawrence University
PO.Box 599

Appleton, W1 54912

(920) 8326702

email: gretchen.bambrick@lawrence.edu

Wisconsin Department of Health and

Family Services

Division of Public Health
PO.Box 309

Madison, WI 53701

(Free forms available by mail.

Send a self-addressed stamped envelope.)

For more information
on organ and tissue
donation, contact:

Allograft Resources, Inc.
3553 University Ave.
Madison, W1 53705

(608) 2319050

Eye Bank of Wisconsin
2870 University Ave,, Suite 103
Madison, W1 53705

(608) 233-2354

National Kidney Foundation
of Wisconsin

280 Regency Court, Suite 100
Brookfield, W1 53045

(800) 543-6393

University ‘'of Wisconsin
Organ Procurement
Organization

(Serving all counties outside
Southeastern Wisconsin)
Clinical Science Center,
F4/316

600 Highland Ave.
Madison, W1 53705

(608) 263-1341

Wisconsin Donor Network
(Serving Southeastern
Wisconsin)

9200 W, Wisconsin Ave.
Milwaukee, W1 53226

(800) 432-5405

Wisconsin Tissue Bank
St.Luke's Medical Center
2900 W, Oklahoma Ave.
Milwaukee, W1 53215
(800) 722-8230

For more information
on donating your body
to science, contact:

Medical College of Wisconsin
Anatomical Gifts Registry
Department of Cell Biology,
Neurology and Anatomy
8701 Watertown Plank Road
Milwaukee, W1 53226

(414) 456-8261

University of Wisconsin
Medical School
Department of Anatomy
1300 University Ave.
Madison, W1 53706

(608) 262-2888

MY ALTERNATE AGENT IS:
Name:

Address:

Phone: Home ()
MY PHYSICIAN IS:

Address:

Phone:
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VY GIFT
TO OTHERS

TO OTHERS

Important note: Keep these cards in
your wallet after you have completed
the documents,
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I HAVE AN ADVANCE DIRECTIVE:
My Name:
Address:
Phone:
MY ADVANCE DIRECTIVE IS FILED AT:
Location:
Address:
Phone:
MY HEALTH CARE AGENT IS:
Name:
Address:
Phone: Home ( ) Work ()
Date:
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UNIFORM DONOR CARD

upon my death wish to donate:
[:} any needed organs and tissues

D only the following organs and tissues

Donor Signature:
Date:

| HAVE AN ADVANCE DIRECTIVE:

Phone: Home ( ) Work { )}
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UNIFORM DONOR CARD

upon my death wish to donate:
D any needed organs and tissues

D only the following organs and tissues

Donor Sianature:

Where can I purchase additional copies of
A Gift to Your Family consumer guide?

State Bar of Wisconsin
Attn: Life Planning

PO. Box 7158

Madison, WI 53703-7158
(800) 728-7788

Additional copies of A Gift to Your Family consumer guide,
including The Power of Attorney for Health Care and Declaration
to Physicians forms are also available online at State Bar of
Wisconsin's Web sites:

www.wisbar.org
www.legalexplorer.com

LIFE PLANNING

Planning Ahead for Future Health Needs

Cosponsored by

]
State Medical Society (r

of Wisconsin }2
[

Advancing the Health of the People of Wisconsin

L Wisconsin
Health & Hospital
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